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 K0000A Life Safety Code Recertification 

Survey was conducted by the Indiana 

State Department of Health in accordance 

with 42 CFR 416.44(b).

Survey Date:  05/10/12

Facility Number:  005408

Provider Number:  15C0001027

AIM Number:  100103070A

Surveyor:  Mark Caraher, Life Safety 

Code Specialist

                 

At this Life Safety Code survey, Surgery 

Center of Eye Specialists of Indiana was 

found not in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 

416.44(b), Life Safety from Fire and the 

2000 Edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC), Chapter 21, Existing 

Ambulatory Health Care Occupancies. 

This facility located on the first and 

second floor of a two story building was 

determined to be of Type II (111) 

construction with a basement and was not 

sprinklered.  The facility has a fire alarm 

system with smoke detection in corridors.
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Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 05/16/12.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

Any door with a required fire protection rating, 

such as stairways, exit passageways, 

horizontal exits, smoke barriers, or hazardous 

area enclosures, if held open, is arranged to 

close automatically by the actuation of the 

manual fire alarm system and either smoke 

detectors arranged to detect smoke on either 

side of the opening or a complete automatic 

sprinkler system.     20.2.2.3, 21.2.2.3

K 021 1. The practice will attempt 

to have the door rated by an 

appropriate service.  If it is not 

possible to determine the fire 

rating of the door, then a new 

door will be purchased and 

installed between the stairwell 

and the pre/post operative area. 

2. This will prevent future 

deficiencies.   3. Nick Hunter 

(Administration) responsible. 

4. This deficiency will be 

corrected by the ongoing new 

process by 6/16/2012.

06/16/2012  12:00:00AMK0021Based on observation and interview, the 

facility failed to ensure 1 of 4 stairwell 

exit doors was one hour fire rated and 

latched into the door frame.  LSC 21.2.2.1 

says the means of egress shall be limited 

to the types described in 39.2.2.  LSC 

39.2.2.2.1 says doors complying with 

7.2.1 shall be provided and 7.2.1.1.1 says 

a door assembly shall conform to the 

general requirements of Section 7.1.  LSC 

7.1.3.2.1 states an exit required to be 

separated from other parts of the building 

shall be separated with not less than one 

hour fire resistance rating where the exit 

connects three stories or less and 

7.1.3.2.1(c) requires openings in the 

separation shall be protected by fire door 

assemblies.  NFPA 80, Standard for Fire 

Doors and Fire Windows, at 2-1.4 

requires all swinging doors to be closed 

and latched at the time of fire and 2-1.4.1 

requires the door to close and latch each 

time it is opened.  This deficient practice 

affects any patient or staff exiting the 

second floor from the PreOp/Post Op 
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waiting area. 

Findings include:

Based on observation with the 

Administrator during a tour of the facility 

from 11:20 a.m. to  12:00 p.m. on 

05/10/12, the stairwell exit door from the 

PreOp/Post Op waiting area has no fire 

resistance rating on the door and the door 

is not equipped with a positive latching 

device.  Based on interview at the time of 

observation, the Administrator 

acknowledged the stairwell exit door from 

the PreOp/Post Op waiting area has no 

fire resistance rating and the door is not 

equipped with a positive latching device.
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416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

There is a written plan for the protection of all 

patients and for their evacuation in the event 

of an emergency.     20.7.1.1, 21.7.1.1

K 048 1. We will amend our 

current fire policies to address 

what to do in the event our fire 

alarm system is out of service for 

more than a four hour period. 

2. Amended policy will prevent 

future deficiencies. 3. Nick Hunter 

(Administration) responsible. 

4. This deficiency will be 

corrected by 6/16/2012.

06/16/2012  12:00:00AMK0048Based on record review and interview, the 

facility failed to provide a complete 

written plan containing procedures to be 

followed in the event the fire alarm 

system has to be placed out of service for 

4 hours or more in a 24 hour period in 

accordance with LSC, Section 9.6.1.8 

which requires the authority having 

jurisdiction be notified and the building 

evacuated or an approved fire watch 

provided until the fire alarm system has 

been returned to service.  This deficient 

practice could affect all patients, staff, 

and visitors.

Findings include:

Based on review of "Policy 51: Fire 

Safety" and "Policy 52: Disasters-DP02 - 

Fire Procedures" documentation with the 

Administrator during record review from 

9:20 a.m. to 11:20 a.m. on 05/10/12, the 

facility did not have a written policy in 

the event the fire alarm system is out of 

service for four hours or more in a twenty 

four hour period.  Based on interview at 

the time of record review, the 

Administrator acknowledged there is no 

written policy in the event the fire alarm 

system is out of service for four hours or 
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more in a twenty four hour period.
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416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

Fire drills are held at unexpected times under 

varying conditions, at least quarterly on each 

shift. The staff is familiar with procedures and 

is aware that drills are part of established 

routine.     20.7.1.2, 21.7.1.2

K 050 1. In the future, all fire drills 

will include transmission of a fire 

alarm signal to Stanley Security.   

2. Transmitting a fire alarm signal 

to Stanley Security will prevent 

future deficiencies. 3. Nick Hunter 

(Administration) responsible. 

4. This deficiency will be 

corrected by 6/16/2012.

06/16/2012  12:00:00AMK0050Based on record review and interview, the 

facility failed to ensure 1 of 4 quarterly 

fire drills included the transmission of a 

fire alarm signal.  LSC 21.7.1.2 requires 

fire drills in ambulatory health care 

facilities to include the transmission of 

the fire alarm signal.  This deficient 

practice affects all patients, staff and 

visitors.  

Findings include:

Based on review of "Eye Specialists of 

Indiana: Fire Drill" and "Safety 

Committee: Quarterly Meeting 01/09/12" 

documentation with the Administrator 

during record review from 9:20 a.m. to 

11:20 a.m. on 05/10/12, the fire drill 

conducted on 12/13/11 did not include 

transmission of the fire alarm signal.  The 

Safety Committee: Quarterly Meeting 

documentation stated, "A fire drill was 

conducted on 12/13/11.  Stanley Security 

was not notified.  The alarm was not 

pulled because we had no way to reset the 

alarm.  Fire drill was otherwise done to 

standards."  Based on interview at the 

time of record review, the Administrator 
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acknowledged the fire drill conducted on 

12/13/11 did not include transmission of 

the fire alarm signal.  
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416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

A manual fire alarm system, not a pre-signal 

type, is provided to automatically warn the 

building occupants. Fire alarm system has 

initiation notification and control function. The 

fire alarm system is arranged to automatically 

transmit an alarm to summon the fire 

department.    20.3.4.1, 21.3.4.1

1. New locks will be placed on 

access to the fire alarm breaker 

panel.   2. New locks prevent 

future deficiencies. 3. Nick Hunter 

(Administration) responsible. 

4. This deficiency will be 

corrected by 6/16/2012

06/16/2012  12:00:00AMK0051Based on observation and interview, the 

facility failed to ensure 1 of 1 fire alarm 

systems was maintained in accordance 

with the applicable requirements of NFPA 

72, National Fire Alarm Code.  LSC 

21.3.4.1 requires ambulatory health care 

facilities be provided with fire alarm 

systems in accordance with Section 9.6.  

LSC 9.6.1.4 requires requires fire alarm 

systems be installed  and maintained in 

accordance with NFPA 72, National Fire 

Alarm Code.  NFPA 72, 1-5.2.5.2 states 

connections to the light and power service 

shall be on a dedicated branch circuit(s).  

Circuit disconnecting means shall have a 

red marking, shall be accessible only to 

authorized personnel, and shall be 

identified as FIRE ALARM CIRCUIT 

CONTROL.  The location of the circuit 

disconnecting means shall be permanently 

identified at the fire alarm control unit.  

This deficient practice could affect all 

patients, staff and visitors. 

Findings include:
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Based on observation with the 

Administrator during a tour of the facility 

from 11:20 a.m. to  12:00 p.m. on 

05/10/12, access to the fire alarm system 

breaker located in the "C" panel in the 

hallway at the back exit for patients was 

not locked.  Based on interview at the 

time of observation, the Administrator 

acknowledged access to the fire alarm 

system breaker located in the "C" panel in 

the hallway near the back exit for patients 

was not locked.
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416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

Portable fire extinguishers are provided.     

20.3.5.2, 21.3.5.2

K 064 1. In the future, all fire 

extinguishers will be checked on 

a monthly basis to ensure proper 

operation.   2. Koorsen Fire & 

Security has been hired to come 

in on a monthly basis to inspect 

our fire extinguishers.  3. Nick 

Hunter (Administration) 

responsible. 4. Deficiency 

corrected.  Date corrected 

5/25/2012.

05/25/2012  12:00:00AMK00641.  Based on observation and interview, 

the facility failed to ensure 3 of 3 portable 

fire extinguishers were given maintenance 

at periods not more than one year apart.  

LSC 21.3.5.2 requires portable fire 

extinguishers be provided in ambulatory 

health care facilities in accordance with 

9.7.4.1.  LSC 9.7.4.1 says where required 

by the provisions of another section of 

this Code, fire extinguishers shall be 

installed, inspected and maintained in 

accordance with NFPA 10, Standard for 

Portable Fire Extinguishers.  NFPA 10 in 

4-4.1 requires extinguishers shall be 

subjected to maintenance not more than 

one year apart or when specifically 

indicated by a monthly inspection.  4-2.2 

defines maintenance as a "thorough 

check" of the extinguisher.  It is intended 

to give maximum assurance the 

extinguisher will operate effectively and 

safely.  This deficient practice could 

affect all patients, staff and visitors.

Findings include:

Based on observations with the 

Administrator during a tour of the facility 

from 11:20 a.m. to  12:00 p.m. on 

05/10/12, the annual maintenance tag 
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attached to the portable fire extinguisher  

located in the Attic hallway indicated the 

last annual maintenance procedure was 

performed in April 2010.  The annual 

maintenance tag attached to the portable 

fire extinguishers located on the first floor 

by the back exit and on the second floor 

by the Big OR indicated the last annual 

maintenance procedure was performed in 

April 2011.  Based on interview at the 

time of the observations, the 

Administrator acknowledged it had been 

more than one year since the most recent 

annual maintenance was performed for 

each of the aforementioned fire 

extinguishers.  

2.  Based on observation and interview, 

the facility failed to inspect 3 of 3 

portable fire extinguishers each month.  

LSC 21.3.5.2 requires portable fire 

extinguishers be provided in ambulatory 

health care facilities in accordance with 

9.7.4.1.  LSC 9.7.4.1 says where required 

by the provisions of another section of 

this Code, fire extinguishers shall be 

installed, inspected and maintained in 

accordance with NFPA 10, Standard for 

Portable Fire Extinguishers.  NFPA 10 

Section 4-3.4.2 requires fire extinguisher 

inspections at least monthly with the date 

of inspection and the initials of the person 

performing being recorded.  In addition, 

NFPA 10, Section 4-2.1 defines 
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inspection as a "quick check" to ensure 

the fire extinguisher is available and will 

operate.  It is intended to give reasonable 

assurance the fire extinguisher is fully 

charged and operable, verifying that it is 

in its designated place, it has not been 

actuated or tampered with and there is no 

obvious or physical damage or condition 

to prevent its operation.  This deficient 

practice could affect all patients, staff and 

visitors.

Findings include:

Based on observations with the 

Administrator during a tour of the facility 

from 11:20 a.m. to  12:00 p.m. on 

05/10/12, the monthly inspection tag 

attached to the portable fire extinguisher  

located in the Attic hallway indicated the 

last monthly inspection was performed in 

September 2010.  The monthly inspection 

tag attached to the portable fire 

extinguishers located on the first floor by 

the back exit and on the second floor by 

the Big OR indicated the most recent 

monthly inspection was performed in July 

2011.   Based on interview at the time of 

the observations, the Administrator 

acknowledged it had been more than one 

month since the most recent monthly 

inspection was performed for each of the 

aforementioned fire extinguishers.  
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K0144

 

416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

Generators are inspected weekly and 

exercised under load for 30 minutes per 

month in accordance with NFPA 99.     

3.4.4.1, NFPA 110, 8.4.2

K 144 1. Future documentation in 

the “Generator Testing Log” will 

include operating temperature, 

percentage of load capacity or 

minimum exhaust gas 

temperature(TBD as 

appropriate).  Koorsen Fire 

&Security will inspect and test the 

emergency lighting by the 

generator as appropriate.  This 

will be documented and retained 

in the facility.  We will obtain 

confirmation from our gas 

provider that the supply comes 

from a reliable source. 2. These 

steps will prevent future 

deficiencies. 3. Nick Hunter 

(Administration) responsible. 

4. These deficiencies will be 

corrected by 6/16/2012.  

06/16/2012  12:00:00AMK01441.  Based on record review and interview, 

the facility failed to ensure a monthly load 

test for the emergency generator was 

conducted for 12 of 12 months using one 

of the three following methods: under 

operating temperature conditions, at not 

less than 30% of the Emergency Power 

Supply (EPS) nameplate rating, or loading 

that maintains the minimum exhaust gas 

temperatures as recommended by the 

manufacturer.  LSC 21.5.1 states utilities 

shall comply with the provisions of 

Section 9.1.  LSC 9.1.3 states emergency 

generators shall be tested and maintained 

in accordance with NFPA 110.  Chapter 

6-4.2 of NFPA 110 requires generator sets 

in Level 1 and Level 2 service to be 

exercised at least once monthly, for a 

minimum of 30 minutes, using one of the 

following methods:

a. Under operating temperature conditions 

or at not less than 30 percent of the EPS 

nameplate rating.

b. Loading that maintains the minimum 

exhaust gas temperatures as 

recommended by the manufacturer.

The date and time of day for required 

testing shall be decided by the owner, 

based on facility operations.  NFPA 110, 
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6-3.4  requires a written record of 

inspections, tests, exercising and repairs 

shall be regularly maintained on the 

premises.  This deficient practice could 

affect all patients, staff and visitors. 

Findings include:

Based on review of "Generator Testing 

Log" documentation with the 

Administrator during record review from 

9:20 a.m. to 11:20 a.m. on 05/10/12, 

monthly load testing documentation for 

the period of May 31, 2011 through April 

23, 2012 show the emergency generator 

ran for at least thirty minutes each month 

for the twelve month period but the 

operating temperature, percentage of load 

capacity or minimum exhaust gas 

temperature was not recorded when each 

monthly load test was conducted.  Based 

on interview at the time of record review, 

the Administrator stated no load bank 

testing is performed on the generator and 

acknowledged the operating temperature, 

the percentage of load capacity or 

minimum exhaust gas temperature was 

not recorded for monthly generator load 

testing for the period of May 31, 2011 

through April 23, 2012.

2.  Based on observation and interview, 

the facility failed to document monthly 

and annual testing for 1 of 1 emergency 
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task lighting in and around the generator 

set.  LSC Section 21.5.1 requires utilities 

shall comply with the provisions of 

Section 9.1.  Section 9.1.3 requires 

emergency generators to be tested and 

maintained in accordance with NFPA 

110, Standard for Emergency and Standby 

Power Systems.  NFPA 110 Section 5.3.1 

states the emergency power system 

location shall be provided with battery 

powered emergency lighting.  The 

emergency lighting charging system and 

the normal service room lighting shall be 

supplied from the load side of the transfer 

switch.  LSC Section 21.2.9.1 states 

emergency lighting shall be provided in 

accordance with Section 7.9.  LSC 

Section 7.9.3 requires a functional test 

shall be conducted on every required 

lighting system at thirty day intervals for 

not less than thirty seconds.  An annual 

test shall be conducted on every required 

battery powered emergency lighting 

system for not less than one and a half 

hours.  Equipment shall be fully 

operational for the duration of the test.  

Written records or visual inspections and 

tests shall be kept by the owner for 

inspection by the authority having 

jurisdiction.  This deficient practice could 

affect all patients, staff and visitors. 

Findings include:
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Based on observation with the 

Administrator during a tour of the facility 

from 11:20 a.m. to 12:00 p.m. on 

05/10/12, the generator is located in the 

basement of the facility and is equipped 

with one emergency task light having 

battery backup power.  Based on 

interview at the time of observation, the 

Administrator stated the facility does not 

test the battery backup task light at the 

generator and acknowledged no 

documentation of monthly and annual 

testing was available for review.  

3.  Based on observation and interview, 

the facility failed to ensure the off site 

fuel source for the emergency generator 

was from a reliable source.  LSC Section 

21.5.1 requires utilities shall comply with 

the provisions of Section 9.1.  Section 

9.1.3 requires emergency generators to be 

tested and maintained in accordance with 

NFPA 110, Standard for Emergency and 

Standby Power Systems.  NFPA 110, 

1999 Edition, Standard for Emergency 

and Standby Power Systems, Chapter 3, 

Emergency Power Supply (EPS), 3-1.1, 

Energy Sources states the following 

energy sources shall be permitted for use 

for the emergency power supply (EPS):

a)  Liquid Petroleum products at 

atmospheric pressure

b)  Liquefied petroleum gas (liquid or 

vapor withdrawal)
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c)  Natural or synthetic gas

Exception:  For Level 1 installations in 

locations where the probability of 

interruption of off site fuel supplies is 

high (e.g., due to earthquake, flood 

damage or demonstrated utility 

unreliability), on-site storage of an 

alternate energy source sufficient to allow 

full output of the emergency power 

supply system (EPSS) to be delivered for 

the class specified shall be required, with 

provision for automatic transfer from the 

primary energy source to the alternate 

energy source. 

CMS (Centers for Medicare/Medicaid 

Services) require a letter of reliability 

from the natural gas vendor regarding the 

fuel supply that must contain all of the 

following:

1. A statement of reasonable reliability of 

the natural gas delivery 

2. A brief description that supports the 

statement regarding the reliability 

3. A statement that there is a low 

probability of interruption of the natural 

gas 

4. A brief description that supports the 

statement regarding the low probability of 

interruption 

5. The signature of technical personnel 

from the natural gas vendor. 

This deficient practice could affect all 

patients, staff and visitors.
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Findings include:

Based on observation with the 

Administrator during a tour of the facility 

from 11:20 a.m. to 12:00 p.m. on 

05/10/12, the off site fuel source for the 

emergency generator is natural gas.  

Based on interview at the time of 

observation, the Administrator, 

acknowledged the facility did not have a 

letter from their natural gas provider 

indicating the natural gas was from a 

reliable source.
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